A 55-year-old man presented with a 3-week history of sore throat, muscle aches, arthralgia, lethargy, night sweats and rigors. On direct questioning he admitted to a previous episode 22 years ago which had been extensively investigated with no cause found. It had taken approximately 6 weeks to resolve and he had been symptom-free since then. On examination he was pyrexial (37.5'C), mildly icteric without lymphadenopathy or stigmata of chronic liver disease. Initial investigations revealed grossly deranged liver function tests and elevated serum inflammatory markers as shown in the table. Abdominal ultrasound was normal except for an enlarged spleen at 15 cm. Liver biopsy showed mild nonspecific inflammatory changes, and biopsy stains were negative (hepatocyte iron, copper-associated protein, hepatitis BsAg and acl-antitrypsin). Admission chest X-ray showed a small left-sided pleural effusion with borderline cardiomegaly. Following admission his temperature continued to show high spiking fevers in the evening, often accompanied by rigors, which returned to normal in the mornings. On the second day of his admission his breathlessness worsened and he became acutely distressed and unwell. Physical examination and electrocardiogram revealed fast atrial fibrillation, and a new onset pericardial rub. An echocardiogram showed a pericardial effusion with no valvular vegetations seen. He was treated with amiodarone and his atrial fibrillation settled. His spiking fevers and rigors persisted, particularly in the evenings. He developed a widespread maculopapular rash over his trunk, neck and back. His arthralgia, myalgia and general malaise persisted. A full infection and autoimmune screen was negative. Serum ferritin was grossly elevated at 55 950 jg/l (15-300).
Following admission his temperature continued to show high spiking fevers in the evening, often accompanied by rigors, which returned to normal in the mornings. On the second day of his admission his breathlessness worsened and he became acutely distressed and unwell. Physical examination and electrocardiogram revealed fast atrial fibrillation, and a new onset pericardial rub. An echocardiogram showed a pericardial effusion with no valvular vegetations seen. He was treated with amiodarone and his atrial fibrillation settled. His spiking fevers and rigors persisted, particularly in the evenings. He developed a widespread maculopapular rash over his trunk, neck and back. His arthralgia, myalgia and general malaise persisted. A full infection and autoimmune screen was negative. Serum ferritin was grossly elevated at 55 950 jg/l (15-300).
He remained under observation in hospital and his fevers, arthralgia, myalgia, rash, pericardial and pleural effusions, raised inflammatory markers and abnormal liver function tests gradually settled over the 5 weeks following admission. He was discharged and has remained well with normal blood tests and no further symptoms during 6 months of follow-up. 
